A 61-year-old woman with a history of hysterectomy 21 years ago, right salpingo-oophorectomy 14 years ago and bowel loop resection due to obstruction 9 years ago from endometriosis presented with the chief complaint of epigastric pain especially after eating. The pain lasted for several days then resolved spontaneously. She underwent a CT scan that showed multiple, irregularly shaped, heterogeneous, low density lesions scattered throughout the liver (Figure 1 ). These lesions demonstrated mild enhancement during the arterial phase without significant washout.
Additional imaging findings include pelvic and mesenteric masses ( Figure 2 ) and superior mesenteric vein (SMV) thrombosis (Figure 3 ).
The combination of pelvic, mesenteric and liver masses suggested the radiological diagnosis of metastatic neuroendocrine tumor.
The combination of superior mesenteric vein thrombosis and irregular appearance of low attenuation areas suggested the radiological diagnosis of sub-segmental hepatic infarction. Percutaneous true-cut liver biopsy under CT guidance was performed. By gross examination the liver biopsy specimen had multiple, tan-brown, soft tissue measuring 1.3 x 0.5 x 0.5 cm in aggregate. The histological evaluation showed sheets of small, round cells with hyperchromatic nuclei and scant cytoplasm replacing hepatic parenchyma (Figures 4 and 5) . The nuclei of these cells had staining for estrogen receptor and progesterone receptor ( Figure 6 ) and there was cytoplasmic and membranous staining for CD10 by immunohistochemistry. No glandular component, mitosis or nuclear atypia was identified. The histologic and immunohistochemical features were compatible with endometrial stromal proliferation that could represent stromal endometriosis.
CASE REPORT
Endometriosis is a medical condition in women in which endometrial tissue is present outside the endometrium and myometrium [1] . Endometriosis usually involves ovaries, fallopian tubes, uterine serosa, small intestine, colon, and the serosal surface of the pelvic cavity, occasionally involves vagina, cervix, and bladder, and rarely involves remote sites including umbilicus, skin, diaphragm, lung, pleura, and brain [2] . Liver involvement by endometriosis is rare. The first case of hepatic endometriosis was reported by Finkel et al in 1986 [3] . To our knowledge there have only been a limited number of reported cases of hepatic endometriosis (Table 1) [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] . These patients range in age from 21 to 62 years of age and present with abdominal pain and may or may not have a prior history of endometriosis.
The pathogenesis of hepatic endometriosis is unknown and many theories tried to explain the extrapelvic endometriosis including retrograde menstruation, coelomic metaplasia, transplantation and blood/lymphatic dissemination [11] . The blood/lymphatic dissemination is the presumed pathway for intraparenchymal hepatic lesions and so commonly accepted [10] .
Hepatic endometriosis may be seen in postmenopausal females having a strong history of pelvic endometriosis due to continuous exposure to estrogens in the post-menopausal period this may be due to either exogenous ingestion of hormones or by converting the circulating androstenedione to estrone, which is further converted to estradiol in extraglandular tissues such as the adipose tissue and skin. Endometriosis is more common in overweight females [13] .
The imaging features of hepatic endometriosis is variable and depend on the extent, age and the degree of its response to the normal hormonal fluctuations of the menstrual cycle [1, 10] . We looked at the previous reported cases and concluded that there is no magnetic resonance imaging (MRI), computed tomography (CT), or ultrasound (US) characteristics exclusively specific to hepatic endometriosis, but the most common imaging features of hepatic endometriosis as seen in these reported cases are well defined lobulated cystic lesions with solid components and septations.
The clinical presentation of abdominal pain in a postmenopausal female with imaging findings of masses in the mesentery, pelvis and liver may suggest, as in this case, a diagnosis of multifocal metastatic disease. However, the lack of a primary tumor and the strong history of endometriosis, hepatic endometriosis should be considered as a part of the differential diagnosis.
In conclusion, the presence of either cystic lesions or irregular, lobulated low attenuation hepatic lesions in a female with a strong past history of pelvic endometriosis, the diagnosis of hepatic endometriosis should be suspected and histological confirmation is required.
The detection of solid liver lesions in a patient without primary tumor should alert to a broader differential diagnosis. The clinical history will be essential, such as in this case of endometriosis, to raise the possibility of atypical diagnosis. The imaging features may overlap other common diagnosis. Thus, the suspicion of atypical diagnosis will require tissue sampling for confirmation. 
Hepatic epithelioid hemangioendothelioma
The tumors appear solid and of low echogenicity
The lesions are visible as multiple peripheral heterogeneous areas of low attenuation with mild enhancement in post contrast study.
Lesions are hypointense on T1w images, and moderately hyperintense on T2w images with mild enhancement in post contrast study. 
